Thefirst 2000 incidents reported to the Australian Incident Monitoring study (AIMS) were examined to identify those incidents which occurred preoperatively (defined as occurring prior to the commencement of general or regional anaesthesia). The 35 incidents, representing 1.7% of the total, which occurred in this time period were analysed with a view to identifying areas in which current practice could be improved.
Incidents which occur preoperatively often have as significant an impact upon the conduct of anaesthesia and upon patient safety as those occurring intraoperatively. As many of the factors associated with premedication and patient preparation differ from those seen intraoperatively, it was decided to analyse those occurring amongst the first 2000 incidents reported to the Australian Incident Monitoring Study (AIMS), with a view to identifying areas for improvement in current practice.
METHODS

Incident Detection
Information of relevance to incidents occurring preoperatively was extracted from the first 2000 incidents reported to AIMS. AIMS involves the voluntary, anonymous reporting of any unintended incident which reduced, or could have reduced, the safety margin for a patient. Details of the AIMS methods are provided elsewhere in this symposium. I All incident reports were studied in which the incident was detected prior to the commencement of general or regional anaesthesia.
RESULTS
Incident Detection
Of the first 2000 incidents reported to AIMS, 35 (2070) involved preoperative or preinduction events. These were categorised as follows: preinduction drug administration (13 cases); preoperative patient assessment or management (8 cases); equipment misuse or failure (5 cases); preinduction arrhythmias (4 cases); miscellaneous events occurring in the induction room (3 cases); administrative problems (2 cases). All these incidents were in association with general anaesthesia and most led to delays in the operating list. In 9 cases surgery was cancelled.
DISCUSSION
Preinduction drug administration (13 cases) Premedication (8 cases)
In three cases premedication led to partial upper airway obstruction prior to arrival in the operating theatre. In two of these cases, the dose of premedication prescribed, although apparently appropriate, proved excessive for the patient. In the other case, the patient was accidentally premedicated twice by different nurses. In all cases anaesthesia proceeded uneventfully.
In the remaining incidents, one patient had a dystonic reaction to the premedication in the induction room, one anaesthetist premedicated the wrong patient (similar names, illnesses and surgery), one anaesthetist accidently prescribed atenolol ("Tenormin") instead of temazepam with no ill effects, one patient developed a nodal rhythm secondary to scopolamine and one patient was mildly hypotensive secondary to prophylactic glyceryl trinitrate.
Although problems with premedication drugs were less frequently reported than those administered intraoperatively,2 anaesthetists must remain aware of the potential adverse effects premedicant drugs can produce. Hence, an anaesthetist need take as much care in dosage selection, and drug and patient identification, when prescribing premedication as he or she does when prescribing and administering a drug intraoperatively.
Preinduction drugs (5 cases)
There were 2 cases of drug allergy (to preinduction antibiotics), 1 of accidental muscle relaxant administration preinduction, and 1 of apnoea following preinduction administration of fentanyl. Drug-related incidents of this nature are described in other papers in this symposium issue.
In the fifth case, pseudoephedrine was prescribed for nasal stuffiness by a resident medical officer to an elderly patient after the anaesthetist had completed his preoperative assessment. She had displayed ventricular ectopics on a preoperative ECG and the pseudoephedrine resulted in bizarre arrythmias, noted after her arrival in the induction room. As even apparently innocuous drugs can have a significant impact on anaesthesia, the surgical staff must be prepared to consult the anaesthetist when prescribing in the immediate preoperative period.
Preoperative management or assessment (8 cases)
In 3 incidents, preoperative investigations were considered to be inadequate. One patient with chronic renal failure had not had post-dialysis electrolyte testing prior to surgery. When his potassium proved to be greater than 8 mmolll on biochemical analysis in the induction room, the operation was deferred. A same day surgery patient who was admitted without anaesthetic consultation (ASA 3) had had no preoperative investigations and the case was delayed until they were performed. One patient for elective abdominal aneurysm repair had been on aspirin and his poor haemostatic function was not discovered until he bled profusely while arterial and central venous catheters were being inserted. In each of these cases preanaesthetic investigations were not performed in spite of obvious indications.
Two patients presented to the operating theatre with upper airway obstruction, one due to inadequate airway assessment by the surgeon and one due to raised intracranial pressure secondary to early removal of a ventricular drain. In both cases deterioration had occurred after the anaesthetic visit.
In 2 cases preoperative assessment by the anaesthetist was incomplete. One patient was inadequately reviewed at the preoperative visit and subsequently developed cardiac failure intraoperatively. In the other, old anaesthetic records were not consulted and the anaesthetist was unprepared for a difficult intubation which had previously been well documented. In one case, rapid preoperative transfusion resulted in pulmonary oedema and surgery being deferred.
These incidents highlight the need for the comprehensive and coordinated preoperative assessment and management of patients. Early consultation by the surgeon with an anaesthetist in regard to preoperative investigations, as well as preparation of the patient, may have prevented the postponement of surgery and preoperative morbidity associated with many of these incidents. It must not be forgotten that a patient is being prepared for anaesthesia as well as surgery.
Equipment (5 cases)
Five cases of equipment failure or misuse occurred preoperatively. There were 3 reports of vaporisers being left on during preoxygenation. Apart from mild drowsiness there were no major sequelae, but these incidents reinforce the need to check equipment prior to each case, and not only at the start of the list.
There were 2 cases of intravenous line disconnection preoperatively. In one, the central venous line became disconnected while the patient was being transferred to the operating table. In the other, a peripheral line became disconnected while central venous access was being obtained preoperatively. This was not noticed immediately, and resulted in significant blood loss and mild hypotension.
Arrhythmias (4 cases)
Four cases of arrhythmias unrelated to preoperative drugs were diagnosed in the preinduction period. One was a nodal rhythm in a young patient; this was corrected easily with atropine. Two elderly patients were found to have atrial fibrillation with a rapid ventricular rate on arrival in the induction room. One of these cases appeared to be secondary to anxiety and settled with midazolam. The second required cardioversion in intensive care.
The last case developed a tachyarrhythmia during preoperative central line insertion. This procedure is associated with a significant incidence of arrhythmias, J and patients should always be monitored while central venous access is being obtained.
Miscellaneous (3 cases)
One patient, known to have ischaemic heart disease, felt unwell and had a myocardial infarction in the induction room. This was not obviously related to premedication. Another patient had a recent myocardial infarction diagnosed when she was connected to the ECG monitor in the induction room; the procedure was performed under local anaesthesia. One patient was found to be extremely hypertensive in the induction room and the case was deferred. Blood pressures recorded in the ward preoperatively had not shown severe hypertension.
Administrative problems (2 cases)
There were two instances when administrative problems led to an incident preoperatively. One patient was taken to the wrong theatre. The same operation was being performed in adjacent theatres and the theatre sister wheeled in the wrong patient. The problem was identified by the anaesthetist when checking the patient's weight chart immediately prior to induction. Although there are formal preoperative check lists in most hospitals, litigation cases regarding wrong patients and wrong operations still occur regularly.
One patient was booked for day surgery by the surgeons, but spoke English so poorly that she could not be allowed to return home that day.
CONCLUSIONS
Preoperative problems accounted for less than 2070 of the first 2000 incidents reported to AIMS. Clinical experience and the nature of the problems reported would suggest that this type of incident may have been underreported; it is well documented that a greater time between the incident and its detection will reduce the Anaesthesia and Intensive Care, Vol. 21, No. 5, October, 1993 frequency of reporting. Although some of the problems are analogous to those described in other papers in this symposium issue, others have highlighted some areas of concern specific to the preoperative period. The first is the importance of coordination between anaesthetist and surgeon in the preparation of the patient for anaesthesia and surgery. These specialties working together preoperatively, as well as intraoperatively, may reduce unnecessary postponement of surgery and patient morbidity.
The second area of concern relates to problems associated with premedication drugs; these can have significant adverse effects on patients and great care must be taken in their prescription. Also, it must be ensured that drugs ordered (e.g. antihypertensives) are actually given; one survey suggested that up to 40% may not be. 4 Although there were only two reported cases of incorrect patient identification, this situation can be disastrous. The anaesthetist shares responsibility with the rest of the operating team for ensuring that the correct patient is premedicated, arrives at the correct theatre and undergoes the correct operation.
